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Abstract
Community-academic partnerships have demonstrated how collaboration can provide aca-
demic healthcare workers and non-medical community providers such as educators and so-
cial services with a comprehensive view of issues affecting refugee populations. [1] The ICIH 
(Interagency Council on Immigrant Health) is a physician-community partnership consisting 
of healthcare professionals, non-medical educators, social workers, early childhood services 
and other community agencies. It was formed to address the well-being of a local immigrant 
population, strengthen bonds between the community and healthcare system, and educate 
and empower pediatricians to provide culturally aware services. The collaboration has been 
very successful as demonstrated by the production of multiple collaborative products in a very 
short time period with minimal funding. This article explores the experiences of community and 
physician members in order to share insights and recommendations for others working in small 
cities who wish to start such a collaborative. We collected data from 17 of 30 ICIH members 
through focus groups, interviews, and a survey and conducted a qualitative analysis using tran-
scripts from these sessions. From our analysis, the following themes emerged: 1) increased 
awareness of challenges faced by refugee families, 2) making connections and collaborating 
with a diverse group of agencies, 3) improvement of care for the population using knowledge 
learned through the ICIH, 4) expanding perspectives through the sharing of information be-
tween agencies, 5) the importance of education for providers and community members about 
the refugee population, and 6) relational support gained through interaction with other service 
providers struggling to overcome similar obstacles. Results support the ideals of a productive 
community-academic partnership. [1] With this information, we present recommendations for 
others working to establish similar community-academic collaboration efforts.
Introduction
A child’s early years are a time of great growth and development. For refugee families, 
circumstances necessitating fleeing their home countries, the process of seeking refugee 
status, and life in a new country can be very traumatic. Early childhood education and 
care providers can play an important role in addressing trauma. [2] The Migration Pol-
icy Institute recommends increased collaboration between early childhood programs, 
health services, and organizations working with young children in order to address this 
trauma.
One way of increasing collaboration is through developing partnerships between univer-
sities and their local community organizations for the purpose of education and research. 
[3,1] Community-academic partnerships (CAPs) have demonstrated how collaboration 
can provide academic healthcare workers and non-medical community providers such 
as educators and social services with a comprehensive view of issues affecting refugee 
populations. [1] It is difficult to gain cultural competence through classroom teaching 
alone and important to know about these cultures within your own community. [4] One 
such collaborative, the Refugee-Centered Medical home, adopts a holistic approach to 
the care of their patients, recognizing the unfamiliar cultural landscape refugee fami-
lies must navigate during resettlement and the difficulty this brings when attempting to 
Recommended Citation:
Warne-Griggs, Melissa D.; Thaler, Nicolin; 
Koehn, Kristin; and Sohl, Kristin (2020). “A 
Physician-Community Partnership’s Approach 
to Addressing Health Needs of the Local Ref-
ugees: Participants’ Perspectives and Rec-
ommendations for Developing New Partner-
ships,”  Journal of Refugee & Global Health: 
Vol. 3, Iss. 1, Article 6. 
Received Date: November 11, 2019
Accepted Date: August 24, 2020
Published Date: November 10, 2020
Copyright: © 2020 The author(s). This origi-
nal article is brought to you for free and open 
access by ThinkIR: The University of Louis-
ville’s Institutional Repository. For more infor-
mation, please contact thinkir@louisville.edu. 
This article is distributed under the terms of the 
Creative Commons Attribution 4.0 Internation-
al License (CC BY 4.0), which permits unre-
stricted use, distribution, and reproduction in 
any medium, provided the original author and 
source are credited.
Funding Source: This qualitative research 
project was supported by The Leda J. Sears 
Charitable Trust supporting the University of 
Missouri Department of Child Health Research 
Fund.
Conflict of Interest: All authors declared no 
conflict of interest in relation to the main objec-
tive of this work.
A Physician-Community Partnership’s Approach to Addressing 
Health Needs of Local Refugees: Participants’ Perspectives and 
Recommendations for Developing New Partnerships
Melissa D. Warne-Griggs1; Nicolin Thaler1; Kristin Koehn1; Kristin Sohl1*
1 University of Missouri, Columbia, MO, USA
*sohlk@health.missouri.edu
RGH | https://doi.org/10.18297/rgh/vol3/iss1/6 2
RGH Physician-Community Partnership Perspectives and Recommendations
re-establish one’s physical, mental, and spiritual wellbeing. [5]
Unfortunately, studies have shown that people living in poverty feel that physicians ignore their realities and are un-
aware of topics such as health coverage and social security. [6] Partnerships linking community members and health-
care providers are an important way to combat this lack of knowledge. These collaborations are very useful in identify-
ing persistent needs of the local immigrant, noncitizen, and refugee community. [7] These partnerships help physicians 
and community service partners to address social determinants of health that in the past have been considered outside 
the scope of a physician’s role such as education, employment, housing, and economic arrangements. Clinicians benefit 
by greater appreciation of challenges, and communities benefit by increased access and better understanding of re-
sources available. [8] Knowledge about other organizations leads to improved utilization of resources when interacting 
with a refugee family struggling through a combination of social, personal, and medical issues.
Midwestern states have lower numbers of immigrants and refugees, meaning that some of the smaller towns and cities 
in which they settle may have fewer refugee specific services. Health and social service providers in these areas may 
have had fewer opportunities to interact with immigrant families. In addition, refugee specific organizations have ex-
perienced significant federal funding cuts over the past couple of years which may have prompted refugees and immi-
grants to seek other services. One small midwestern city of about 120,000 developed an interagency council to address 
the healthcare needs of the refugee and immigrant community. The county has about 11,000 immigrants with the city 
experiencing an increase in immigrants from 2017 to 2018 despite the overall state receiving far fewer refugees in 2018. 
[9]
Although this council was initially started to improve refugee care by providing community-based education for pe-
diatric resident physicians, it was soon recognized that all members felt the benefit of attending. The program proved 
to be very successful as demonstrated by the production of multiple collaborative products in a very short time period 
with minimal funding. This article explores the experiences of community and physician members in order to share 
insights and recommendations for others working in small cities who wish to start such a collaborative.
Background
The Interagency Council on Immigrant and Refugee Health (ICIH) is a collaboration between physicians practicing at 
academic medical centers and community partners, formed to address the well-being of immigrant and refugee chil-
dren in the city. The partnership strives to strengthen bonds between the community, health-care system, and resident 
physicians in order to educate and empower members to proactively address needs and to provide culturally aware 
healthcare services for our refugee and immigrant population. In 2016, a Pediatrics resident at the Academic Health 
Center had an interest in immigrant and refugee health and began reaching out to local agencies serving this popula-
tion. From here, interest in a broader coalition developed. ICIH was created as a collaborative of community stake-
holders to address the developmental and socioemotional needs of the growing refugee population in our community.
The ICIH is unique in that it combines resident education with community partnership—the council, co-led by res-
ident and attending physicians, brings together diverse community partners (medical and non-medical) in order to 
brainstorm and implement solutions to current barriers faced by the area’s refugee and immigrant population. The 
partnership allows members a chance to hear about multiple sides of refugee experiences. Not only are collaborators 
able to learn from and share with each other about challenges faced by refugee and immigrant families, they are also 
given the opportunity to gain perspective on the daily lives and the personal struggles these families face. The hope is 
that with improved understanding of the diverse cultures from which local refugee and immigrant families originate, 
social workers, educators, physicians, and other community partners can tailor their services to better fit the popula-
tions they serve.
The ICIH holds quarterly meetings to support ongoing collaboration between its members. Anyone present can share 
new experiences and present ideas for future projects. The agendas for these meetings remain open and flexible to per-
mit such discussion and are not exclusively set by the physicians facilitating them. This flexibility allows the group to 
tackle challenges they are facing in meeting a child’s or family’s need and to brainstorm solutions and share resources.
Although the council was originally organized with the idea of developing a free healthcare clinic, a community needs 
assessment revealed a need for focused attention on developmental and socioemotional needs. The group discovered 
that most refugee families and children in the area did not have tools, such as books, toys, and games that could aid in 
the appropriate development and building of resiliency skills. In response, the group worked with Refugee and Im-
migration Services to identify specific families, visit homes to deliver developmentally appropriate toys, and connect 
them with in-home services. By the end of 2018, ninety-nine bags were delivered to local families. In 2019, an additional 
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Figure 1. Collaborative projects completed by the ICIH.
100 bags were created and are being delivered by partner organizations as needed. This is one of many collaborative 
initiatives that have resulted since ICIH’s inception. Other projects include multilingual and culturally sensitive videos 
on local healthcare access and healthcare text messages that include topics such as positive parenting messages, pre-
ventative care reminders, and safety education (Figure 1). 
ICIH is unique in that it allows for a fluid partnership between a large variety of community members, healthcare 
workers, resident physicians, educators, and social service providers. This also includes intermittent participation by 
the local resettlement agency which works directly with incoming refugees. Though started with a pediatric focus, this 
organization recognizes the need to help solve issues facing the parents and guardians, which ultimately helps their 
children. ICIH members participated in this research not only as subjects but also as active contributors in planning 
the focus of the research including development of the focus group questions.
The purpose of this study was to learn about individuals’ experiences of participating in the ICIH quarterly meetings 
including aspects that participants found particularly helpful and if participation changed the way members approach 
their work in the immigrant community. With this information we would like to present a framework and recommen-
dations for other community-academic collaboration efforts.
Methods
Focus groups, interviews, and surveys were conducted to learn more about the experiences of ICIH participants. We 
use a phenomenological approach with an emphasis on interpretive understanding of participants’ meaning of their 
experience. [10] The methods and procedures of this study were approved by the University of Missouri Institutional 
Review Board May 15, 2018 (#2009559).
Participants
Anyone who attended at least one ICIH meeting was invited to participate in focus groups via an email invitation. Thir-
ty individuals were invited and ten agreed to participate. 
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Number Occupation Nature of Work with Refugees Sector University Affiliation
1 Physician TB Public Health Y
2 Social Services Pregnancy FQHC N
3 Teacher English Language Learners Public School N
4 Social Services Home Visits Early Childhood N
5 Social Services Food Support Food Pantry N
6 Social Services Home Visits Early Childhood N
7 Physician Child Health Child Health Y
8 Educator Health Literacy University Y
9 Social Services Parent Education Parent Education N
10 Social Services Families Developmental Disabilities N
Table 1. Focus group participant characteristics
An additional seven members completed surveys based on the analysis of the focus groups and interviews. Participants’ 
occupations from both focus groups and surveys included physicians, social service providers, early childhood service 
providers, and non-medical educators (Table 1). In total, four practicing physicians and 13 non-healthcare providers 
participated. Five of the seventeen participants, including all physicians, were affiliated with the university.  
Meetings Attended
0-2 3-4 5+
Survey 4 1 2
Focus Groups 10
Total 4 1 12
Table 2. Participation level by data collection type
Seventy percent of all participants were regular attendees (5+ meetings in 18 months).  All the focus group attendees 
were regular attendees (5+ meetings in 18 months) with nine being members since the formation of the council.  Three 
of the seven survey respondents attended three or more meetings.  The remaining four attended two or fewer meetings 
(Table 2).  
Procedures 
We provided participants with written study information via an online survey before focus group meetings and written 
and verbal study information at the focus group or interview. All the participants provided informed consent to partic-
ipate in a manner that was approved by our Institutional Review Board. Participants were provided a $25 gift card for 
their involvement.
We conducted two focus groups with each group lasting about 1 hour. There were four participants in each group 
which is consistent with recommended sizes and availability of the participants. [11] Focus groups were conducted 
by a Ph.D. researcher with ten years of experience in qualitative research (MWG) and a second-year medical student 
(NT). One (MWG) facilitated the group discussion and a second individual made notes and monitored process. [12] 
We also conducted two individual interviews for people unable to attend a focus group. For the individual interviews, 
one researcher (MWG) was present. All focus groups and interviews were conducted at the University’s Child Health 
administrative offices. A semi-structured approach was used which included open-ended questions to spark discus-
sion among all the participants (Appendix A). Questions were developed in collaboration with ICIH members. Broad 
topics included what went well during ICIH meetings, things learned through participation, benefits to the participant 
and those they serve, and what could be changed to improve the experience.  All interviews and focus groups were au-
dio-recorded. Survey questions were developed based on the analysis of the focus groups and interviews (Appendix B).
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Data Analyses
To inductively derive themes from the data, de-identified transcripts of the audio recordings were used to conduct 
a content analysis using coding software QDA Miner version 4.1.31. Although the aim of this study is not to produce 
grounded theory, we used the technique of constant comparison to identify emerging themes in focus groups and in-
terviews. [13] The coding procedure involved two researchers (MWG, NT) independently open coding one focus group 
transcript then debriefing to agree upon the preliminary codes. The remaining transcripts were independently coded 
with a meeting afterward to discuss any disagreements in coding. New codes were added, as needed. Similar codes 
were refined and grouped into subcategories before gathering codes into larger, broader themes. Results were sent 
to all participants who were given the opportunity to provide feedback and were also presented and discussed at two 
ICIH meetings. Feedback indicated that results were consistent with participants’ experiences. 
Results
From our analysis, the following themes emerged: 1) increased awareness of challenges faced by refugee families, 2) 
making connections and collaborating with a diverse group of agencies, 3) improvement of care for the population us-
ing knowledge learned through ICIH, 4) expanding perspectives through the sharing of information between agencies 
about their own services and their experience with refugee communities, 5) importance of education of providers and 
community members in properly serving refugee population, and 6) relational support gained through interaction with 
others struggling to overcome similar obstacles (Figure 2). Representative quotes from focus groups and interviews 
follow a description of each theme.
Figure 2. Themes and subthemes
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Increased Awareness of Challenges 
Most participants discussed learning about challenges faced by the refugee community through membership on the 
council. They mentioned deepening their own understanding through the experience of another’s perspective. Partic-
ipants also talked about specific challenges that they had encountered while working with refugees such as attending 
doctor’s appointments, not getting apartment deposits back due to unintentional property damage, undergoing finan-
cial strains, and being unsure what to do with a prescription.
“They didn’t know that you couldn’t just take a pan off the stove. They were used to just sitting it on the ground. It 
was really a financial strain for them not to get that security deposit back. . . I think that’s been really helpful just 
to bring light to some of those things that we often overlook.” 
“That’s a story that came out of these meetings. That they don’t know what to do with a prescription. They don’t 
know to get it refilled or even to take all of the medicine or whatever it is.”
“How transportation is an issue all around in our lives. So, like they were able to get jobs. A lot of them work 
factory work out north, and they live south, so trying to find jobs, or rides through the opposite side of town, and 
then they had to take whatever shift was available, so if you work three to 11, people aren’t so kind to be like, ‘Sure 
I’ll pick you up at 11,’ you know? And then, getting their kids in activities. So, if they wanted their kids involved in 
soccer or something like that, how would they get their kids involved?”
“(I learned for) many refugee families, past trauma exists, but (there) may be the hesitancy to seek out mental 
health services. I mean I guess I knew that that makes sense, but I learned that that really could be a huge barrier 
to one, even engaging with agencies like ours, all of ours, and then too, if they are enrolled, participating and en-
gaging. So that was a huge thing for me, like the importance of that and how do we even address that?”
In addition to expanding their own knowledge and understanding, participants were able to take what they were learn-
ing back to their own agencies which expanded the reach of the council into the community. Participants shared ICIH 
generated projects and information about other organizations.
“So, we’ve been able to provide the other people that work with us information that we find out at ICIH and how 
it can benefit any of their populations. We were able to share the “how to access healthcare” videos. Yeah, we’re 
part of the school system, so the text messaging and that kind of thing that they’ve been working on, ultimately, 
will benefit our families. So, yeah, we’ve been able to share.”
“We got to take some of the concepts and the connections we learned at ICIH and bring them back to our fellow 
residents here. So, we’ve actually organized some didactic sessions, so like lecture series for our fellow residents 
as well. And so, I feel like that kind of helped to educate us, and then educate others from what we had learned.”
Making Connections and Collaborating 
Making connections and collaborating emerged as a theme as participants discussed what they thought was working 
well, benefits to participating and areas they thought could be improved. Participants mentioned that these connec-
tions helped them to be more informed about refugee issues, feel more compassion, expand awareness of their services, 
and even generated additional work for one organization. Participants specifically mentioned one of the physician 
leaders as helping to build a strong collaborative culture by valuing individual suggestions and feedback. 
“I usually see it from the health care perspective, and then it branches out into the other things that always affect 
health care. But then when you hear about it from the educational perspective and from some of the other per-
spectives, it just I think really helps just to have a better understanding, to be able to provide better care.”
“I think getting everyone in the same room has been wonderful, just to get people in a space where they can 
bounce ideas off of each other and understand more thoroughly what areas around town are doing. It’s just been 
a great resource connector, I think. I think ICIH gives the opportunity for a lot of people to work together.”
“A lot of the agencies that are involved we commonly make referrals to, and we get referrals from. So that’s, all of 
these networking groups I think that’s kind of a benefit of keeping all those agencies on the radar. “
“(The) culture of leadership was just incredible. And I think it went throughout the group. Her enthusiasm and 
passion were admired by a lot of folks at the table. I think that was a vital, key part.”
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Making connections and having the opportunity to collaborate were often mentioned as benefits to attending council 
meetings. Participants appreciated that one of the groups’ strengths was bringing in many different services and per-
spectives. 
“I feel like school, medical, those are two things that people recognize. But I’ve also appreciated the fact that the 
public library is involved. It’s so powerful. Just to have all of those people around the table hearing the same con-
versation, I feel is very valuable.”
“I think that that’s how things become sustainable is from having all the different facets of the organizations that 
are there.”
“(We have) a good group of people that worked with the population directly, so those who had the ability to help 
influence, or talk about and think about some of their needs, so I think that went really well.”
Although the many different perspectives included in ICIH was considered a strength, many still saw room to expand 
even further. The most frequent suggestion for improvement was to include more people with ICIH. This included 
involving people around issues, like helping to write grants or inviting participation around specific issues. Another 
suggestion was to draw in more community partners around resources for parents such as language services and driv-
ing. A couple of people spoke of reaching out again to people/organizations in the community that do a lot of work with 
immigrants and refugees and perhaps an immigration attorney. Another idea was to spread the word of ICIH by send-
ing ICIH reps to other organization/networking meetings. Importantly, all focus groups mentioned involving refugees 
themselves not only to learn about their needs but to potentially serve as a resource for those newly arriving.
“I feel like a voice we’ve kind of lost is the refugees/immigrant voice itself. I think that was there a little bit more 
when we first started... Yes, there are all these barriers that we have talked about before that make it hard and the 
timing is not always easy if it’s in the middle of the day. There are random days – maybe we can make a consistent 
time to really ring a campaign around it. I feel like (we have) a lot of great organizations who do a lot of work with 
(refugees) and so they will have a lot of input from what they’re observing. But it is not the same as being the peo-
ple who are actually impacted by it.”
“A lot of us are coming from a perspective of the children but talking about the parents and seeing other resources 
they really need. Maybe drawing in some community partners that would help with, like, language services for 
parents, or drivers ed courses for parents... There is a lot of things kids get through school, resources or activities. 
There is another barrier that the parents never overcome. They are not learning things in English. They are not 
learning English as easily as their children. They are not able to get a driver’s license, so they are feeling isolated. 
Or, they’re having difficulty getting jobs.”
Improvement of Care
Most participants felt they were able to improve the services they provide to refugee and immigrant children and their 
families by utilizing the knowledge gained through attending council meetings. Another more direct improvement was 
the benefit families received through council projects such as developmental toy bags and informational videos. 
“We’ve benefited from being able to have the toy bags and go and use them to help teach about development and 
to help teach about play. Our agencies benefited a lot from the ICIH group on so many levels, on a feeling of... On 
the platform of families feeling welcome, by being able to tell them, ‘A group of doctors has worked really hard to 
try to make the healthcare system for you easier to access, and this bag of toys is a gift to you so that you can learn 
all of the different ways that your child is growing and developing, and how you help with that.’ I think that it 
helps people to feel welcome, but it also ... I mean, it’s just such a teaching tool. It’s a hands-on teaching tool that 
they, then, can have, and you can do the lessons with that so that when you leave, they can continue those lessons.”
Participants were more likely to make referrals to other agencies, refer interpreters to go to doctor’s appointments, and 
to be more flexible with services because they better understood the struggles faced by refuge families. ICIH members 
felt better able to guide families due to increased knowledge about medical issues and were able to improve services 
by connecting families to experts that they learned about through attendance. Through better understanding of how 
things are interconnected, participants discussed taking the child and family’s full situation into consideration more 
than they would have before becoming a council member. For example, also thinking about health issues in an educa-
tional context. 
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“It’s helped me feel more comfortable referring patients to the agencies that are at the table. Knowing that they’re 
refugee-friendly and have some skill or training or just even familiarity with treating and serving refugees.”
“I think that it has just made me more knowledgeable about when I’m guiding them (families) and when I’m 
teaching them certain aspects of the medical community and what things that we assume people know and how 
it’s just so very different from the population that I serve. So, trying to figure out how to be this middle voice be-
tween these two worlds that are really different, you know?”
“I think it maybe just opened my eyes to be a little bit more considerate that, you know, I could be a part of that. 
It may be small, but still, any time that I see somebody struggling... Even as people of different cultures come in, 
just taking the time, because of the language barriers, just taking a little bit extra time, with a smile on my face so 
that they feel comfortable, they feel welcomed, I think does a lot for just helping them to think, okay, I can survive 
here.”
“How can we pinpoint those needy areas and set up our summer feeding program so that we’re not making it a 
hardship that they have to get on the buses necessarily, but we’re going into those areas where there is a good-
sized population of refugees or people that are in need of food?”
“I feel, or at least hope, that it’s helped me to kind of anticipate some of the needs of the family a little bit more 
from things that I wasn’t even aware would be issues or barriers. Now when I see families in clinic, like if they are 
20 minutes late, maybe it’s because they didn’t have a ride, not intentionally, or just didn’t know where to go, or 
now I try to be a little more cognizant of definitely always using a translator, but still trying to anticipate (needs).”
ICIH participants were also able to improve care by working through problems during meetings.
“I had a family that was struggling with a health insurance issue, and someone present at one of the meetings had 
insight about navigating that. We followed up with someone from his office, and the family received the help they 
needed to get that coverage.”
“It’s also helped to track those trends that we’re seeing when the group meets regularly. Because for a while, 
somebody at the state was entering in all refugee Medicaid information wrong or in the wrong system, so we 
saw 60 plus patients affected by that. It was just, I thought I had done something wrong, and then at the group, 
we realized that everybody was being affected by it. Then we were able to target the right people to rectify the 
situation.”
Expanding Perspectives 
Through sharing information about their own services and their experience with refugee communities, council mem-
bers expanded their perspectives. They learned information about other organizations including processes, responsi-
bilities, populations served, limitations of others’ roles, challenges faced, and that there was a larger (community) push 
to address refugee needs.
“Just learning about what families face when I refer them to a place. What is the process? It’s helpful to me, 
because I have a relationship with families, and sometimes that can be our home visit. That we’re going to... We 
went to a dentist appointment, a family fairly recently, and an interpreter met us there. I just didn’t know what I 
didn’t know. It’s been very helpful.”
“I think that the top thing that I have learned has... This might sound a little bit backwards but was how unin-
formed we all were of what each other did. That was the initial thing, was how many of us are trying to reinvent 
the wheel, or how many of us just don’t fully understand the limitations of each other’s roles.”
“I’m glad to know that there are medical communities that are willing to identify these needs and figure out how 
we, as a community, are going to pick up some of these services.”
“I also learned a lot about who’s providing services and which services. But the challenges that those folks face, 
and trying... Whether those are outreach issues, education issues, awareness issues, resource issues, and some of 
those. So that was useful.”
“Something I learned (was) the specific agencies in our community that work with immigrant and refugee popu-
lations... making sure that if we have families that (they) are...hooked up and referred.”
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Importance of Education 
Through participation in council meetings, several came to recognize that regardless of the service they are providing, 
education about culture and social norms is an important component in working with refugees. 
“What I’ve learned the most is that we’re all in the business of educating them on culture and their new world… 
I’ve been talking with the teachers to get to enlighten them on (issues outside of school). Because it’s all about 
education no matter where we are... When they’re on a home visit to say, “Hey, have you been to the doctor? Have 
you been to the dentist?” Which is not something that we normally think of just as being a teacher... But bringing 
the whole family into that picture, I think is important.”
“I think it’s very hard for us to understand that things as basic as knowing why your skin gets hot when you’re 
sick and that that’s a fever and that this is how you ... This is what you should do with that. Those are the types of 
things that we’re teaching, so it’s not just teaching how to navigate a medical system, it’s teaching how to under-
stand medicine.”
“We talk a lot about safe sleep. In other countries parents have always slept with (their children) ...it wasn’t every-
body got their own mat. So, when they come here, if you are wanting them to trust you... you can’t tell them all of 
the things they are doing wrong. Because that was that way in their country. Realizing that there is a fine line of, 
you have to do your job and educate on things, but also you want them to trust you.”
Emotional/Relational Support 
Several participants noted the relational benefits of attending meetings. They were able to make friends and connect 
with others who were like-minded and with whom they shared common goals. They received support that helped 
them to feel empowered and less isolated in their work. 
“It’s wonderful to not feel like you’re the only one working on a problem... not only is it more effective, but it also 
just invigorates the process... On a personal level, it’s really gratifying to know that there’s a whole lot of other 
people working on it too.”
 
“It is rewarding, but it’s also daunting...When you feel like you’re the only person, the only group trying to help, 
and the obstacles are mountains - they’re just huge. But when you realize that other people are also trying to get 
over the same obstacle, over the same mountain... it’s liberating really. It gives you hope.”
“We talked a lot... about the fatigue that you feel as a support person. It’s a real thing. Just knowing that other peo-
ple are experiencing the same things is... It’s empowering, because then you know that you’re not the only person, 
and everybody’s going through the same struggle... Plus I make friends, and I appreciate that.”
 
“It’s been very nice to not feel like I was isolated in how to solve some of these problems, and so it’s given me a 
nice pool of people that I could reach out to and network with.”
Discussion
Although the ICIH is a young organization, it has been able to accomplish several meaningful projects that required a 
high degree of collaboration. Our research provides insight into the success of the group. Meyer et al. identified four 
principles of creating a productive community academic partnership. [1] We saw these four principles at work in the 
ICIH (Table 3): 
1. Respectful, trusting, and genuine relationships are important to creating strong partnerships. We saw this when 
participants discussed emotional support gained through interaction with others struggling to overcome similar 
obstacles. This demonstrates the value of the relationships fostered by the partnership as they appear to empower 
partners to continue serving their population; 
2. Agreement on mission, values and goals for the partnership was seen as participants discussed expanding per-
spectives through the sharing of information between agencies, the improvement of care using knowledge learned 
through ICIH, and the importance of education in properly serving refugee population. The first two themes rep-
resent the embracing of partners’ perspectives and the ability to identify and respond to community-identified 
needs, both of which have been defined as ‘Critical Concepts’ to achieve this principle. The lack of education on 
population needs has been identified as a priority to help reach the shared goal of effectively serving the refugee 
population;
3. Balanced power and resource sharing are seen in the discussion of making connections and collaborating with 
diverse group of agencies and increased awareness of challenges faced by refugees. The latter represents the ex-
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Principles of creating a productive 
community/academic partnership Study Themes
Build a relationship between partners 
characterized by mutual trust, respect, 
genuineness, and commitment
• Emotional support gained through interaction with others 
struggling to overcome similar obstacles
• Making connections and collaborating with a diverse group 
of agencies
Build agreement on mission, values, 
and goals for the partnership
• Improvement of care using knowledge learned through ICIH
• Importance of education of providers and community 
members in properly serving population
Balance power and share resources 
among partners
• Making connections and collaborating with a diverse group 
of agencies
• Increased awareness of challenges faced by refugees (by 
sharing beyond the group) 
Create an open, accessible 
communication between partners and 
develop a common language
• Creation of well-informed group-generated products through 
collaboration of diverse backgrounds 
• Making connections and collaborating with a diverse group 
of agencies
Table 3. Comparison of study themes to Meyer et al. principles of creating productive 
community/academic partnerships.[1]
change of knowledge as a resource among partners—through the sharing of experiences and observations made 
while serving refugees, partners have broadened their awareness of the obstacle’s refugees must overcome; 
4. Open-accessible communication between partners is seen in discussion of the creation of well-informed group-gen-
erated products through collaboration of diverse backgrounds. The communication between partners of the ICIH 
has allowed for the development of tangible products—developmentally-appropriate toy bags, educational text 
messaging for parents, and a multi-lingual video series to learn about accessing healthcare—that target identified 
needs of the community served.
Furthermore, the partnership has demonstrated many facilitating factors for a strong Community-Academic Partner-
ship (CAP) as defined by Drahota et al. [3] Some of these factors include respect among partners, shared vision, goals, 
and/or mission, good relationship between partners, effective and/or frequent communication, positive community 
impact, and mutual benefit for all partners. Presence of open dialogue has been a prerequisite for the development of 
successful and sustainable interventions and programs in existing CAPs. [14] Additionally, the diversity of organiza-
tions in the ICIH helps to maintain long-term partnerships and ensure their sustainability. [15] In contrast, inconsistent 
partner participation or membership can be a hindering factor. This hindering factor was addressed by some partic-
ipants who indicated a desire to involve more people, including ‘core’ organizations, that were initially very involved 
including resettlement agencies. The identification of this necessity for improvement demonstrates the presence of 
specific aims to achieve a common goal among partners, a defining quality of CAPs. [3]
Based on the results of this study, the group plans to conduct a detailed needs assessment of the local refugee and im-
migrant population; continue reaching out to additional community partners; and continue coordinating resources to 
provide education to service providers, community members, and the refugee and immigrant population. They will 
also be pursuing ways to stay in-touch between meetings and investigating ways to support more individualized atten-
tion to refugee and immigrant children and their families. One limitation of this study is that most of our participants 
represented regular attendees of ICIH meetings. It would be helpful to gain the perspectives of those who are less 
frequent attendees. 
Based on the results of this study, the following are recommendations for starting and sustaining a community partner-
ship:
1. Do not limit your visions for membership to obvious services. You get great benefit when you have a diversity of 
perspectives – do not forget your public library, food bank, transportation providers and city officials. Also realize 
that you can have core members and invite others to participate around specific projects. 
2. Think about assessment from the very beginning. How will you measure your impact? This can be a challenge, but 
there are multiple good resources available. 
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3. Consider spreading the influence of your group by having members attend other community meetings as represen-
tatives.
4. Create a means of connecting between meetings – a list serv or closed social media group are a couple of ideas.
5. Involve refugees in group planning as much as possible. This may be too overwhelming for someone new to the 
country but consider those who are settled and can provide important insight.
6. Implement a consistent meeting schedule and place so that members can drop in and out as their time permits.
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